MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-027198

IFI e B ALe] ﬁé&__i‘ <//L— S) STATE FILE NUMBER
DO ROT WRITE AMENDED Registration District No. __ rimary Registration District No. .. =27 1 % Registrar’a No. 5
ON THIS STUB

. PLACE OF DEATH 2. USUAL RESIDENCE (Whara dm:ealod lived. |f instihution: Residence before

a. COUNTY a. 5T sdmisslan)
Boll ingor i ssouri LTi‘rim_zeu- :
b, CITY {f vunide corporate limin, Jive TOWNSHIP only} Langth of vay in 1b <. Colh‘ ~ . imside Limits -
R

R ,
TOwN Seopus TN Near Millarsvilla Yo O Ne fF

¢ FULL NAME OF [If NOT4n hospital, give location) Insids Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL O YO N K ADDRESS
as -]

INSTITUTION, 4Mi. 9. millersville

3. WAME OF DECEASED oo Tidde Ten “ oA Wonth Day Your

[Type or priny .
Cherles Rohart Kinder July 22 1963
5. SEX 6. COLOR OR RACE 7. Married [ Never Married 8. DATE OF BIRTH | 9- AGE (last birthday} [IF UNDER | YEAR | IF UNDER 24 HR

VS 300
Rev. 4/59

0% 6
“00%a

Yes No O

DATE AMENDED

Widowaed [ Di od Months | Days Hours Min.
. idow varc 0ct T o I i

-
10a. USUAL OCCUPATION {Give kind of wark dona | 10b. KIND OF BUSINESS OR INDUSTRY{ 1T. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)
Millersville Mo U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

ag Kindar Iona Jane Pr
15. WAS DECEASED EVER IN US. ARMED FORCES? 14, SOCIAL SECURITY NO. 17, |INMFORMANT Address

{Yes, no, ar unknown) l(lf yeu, give war ar deotes of tery ‘3‘1111 s Kinder Mi 116!‘ sV 11 le wﬂ )

18. GCAUSE OF DEATH (Enter oniy one cause par lin S r INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (8) W W
Conditions, if any, DUE 1O (b) %{#WM’&%

which gavs rise to

iy The e W /@/br M
lying causs last. DUE TO (¢} el ¥
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to rha terminal PART 1. If deceased was female was
disease condition givan in PART | (8} S there a pregnancy in last 90 days.
'_ ’ ID\‘ulDNolDUnknawn
19. WAS AUTOP;FM. ACC’l:IlJENT sun%ne HOMEIJCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nsture of injury in PART [ or PART Il of i:hrn 18y

_
r4
LS
=
>
v
Q
la]

PERFORMED?
YES [0 NO

20c, TIME OF Hour Month, Day, Yosr
INJURY am.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.

20d. INJURY OCCURRED T0w. PLACE OF INJURY [0.9., In or about homa, | 201, CITY, TOWN, OR LOCATION
WHILE AT WORK ~ farm, factory, sirest, office bldg., et¢.)
NOT WHILE AT WORK ]

21. | attended the decsased froMM%&L, 1 _L%_Land last saw o alive o
Death accurred at the date stated sbove, end to the best of my fmm the causes stated.

22¢. DATE SIGNED‘

zz..s-onA}n//ff / ,&ﬁ_ ( (Ooae 2 - ‘Z;j//&/m ﬁm 72443,

23a. BURIAL, CREMATION, | 23b. DATE 23c, NAME OF CEMETERY og CRLMAT%VP 23d. LOCATION (City, town, or county) (State}

YR raly 24-63 Cook Cemetary Scopus  Ma.

24. FUNERAL DIRECTOR ADDRESS 25. OATE RECD. B¢ LOCAL REG. 2. REGISTRAR'S SIGNAT
Deneke-Laird Jackson Mo,

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

{Liconsed Embalmer’s gahmmt




STATEMENT. BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

Studenrt Embalmer No.

or by

working under my personal supervision.
. - -
] Signed@ © ‘_,76,,‘—.‘.&7

Student ) \ A

Signature of Student Embalmer

) ) Licensed Embalmer N;.L/‘:) ; 8
P. O. Address %—c\ [l

' Nofe: The above MUST BE SIGNED BY THE UCENSED F.MBALMER in his OWN HANDWR!TING (Failure to comply

with the above constitytes grounds for revocation-of license): -
¥ embalmed by a STUDENT, he also shall sign in his OWN handwrmng
++  If this body is not embalmed, fact should be so stated above.




